. The children and their parents were informed in advance about the nature, purpose, and date of the test. At the same time written parental consent was requested and a questionnaire seeking details of general health and with special reference to asthma and any other past or recent chest illness was completed. Roughly one week before the test the height of most of the children was measured by JNT at school using a Microtoise tape.8 On the day of the test the children were taken, one class at a time, by bus to a hospital gymnasium where the ambient temperature was 16-20'C and the relative humidity was 37-44%.9 The children were instructed not to
Screening tests for childhood asthma could improve the management of a condition that is currently underdiagnosed and undertreated.' 2 Relatively few 'campaigns against asthma' have been undertaken in children, however,3 4 mainly because no simple objective method for assessing wheezing illness in the community has been available. 5 Screening for asthma by questionnaire may be informative but is inevitably subjective. Provocation tests using bronchoconstrictor drugs or formal exercise protocols are objective, but they are not feasible in a community setting. The free running test is generally considered to be the most bronchoconstrictive of the various exercise challenges and is appropriate for field use.6 7 In the present study we were performed in a hospital gymnasium, which meant bussing the children to and from school, but there is no reason why the test should not take place in the school gymnasium or assembly hall. The apparatus required is modest and only a clock timer, a peak flow meter, mouth pieces, and facilities for giving bronchodilator treatment are needed. Not fewer than three adults were present when the tests were performed: a school teacher, physiotherapist, and a doctor, and our experience indicates that this is the minimum needed to screen ethically and accurately.
The pattern of free running used in the FRAST ensured a high sustained submaximal workload as judged by heart rate monitoring in 240 of the 503 children tested." The children with heart rate monitors could not be distinguished from the rest during exercise. The choice of 1, 5, and 10 minutes as the times for measuring PEFR after exercise was based on previous work. 14 Examination of the results retrospectively showed that the discriminating power of the postexercise PEFR increased with time. The 1 minute PEFR result was useless in identifying children with exercise induced bronchospasm whereas the 5 and 10 minute PEFR results were both subnormal in every case. If the 5 minute PEFR result had been used alone, however, there would have been a 42% false positive rate and if the 10 minute PEFR result had been used alone there would have been a 18% false positive rate. Furthermore some of the previously unrecognised asthmatic children deteriorated between 5 and 10 minutes after exercise. Three needed nebulised bronchodilator treatment before 10 minutes and eight more required bronchodilator by inhaler after 10 minutes. For these reasons it is prudent to measure PEFR 5 and 10 minutes after exercise but not at 1 minute, and it is essential that appropriate medical support is present.
The 503 children studied were subdivided on the basis of completing the test, known asthma, and response (fig 1) . Asthmatics were included in the study group 
